This annual article is a long-standing feature in Pediatrics and provides a summary of the most current vital statistics data for the United States. We also include a special feature this year on the upcoming release of selected new items from the 2003 US Certificate of Live Birth.
METHODS
The data presented in this report were obtained from vital statistics records: birth certificates and death certificates for residents in all US states and the District of Columbia. Birth and death data for 2008 and birth data for 2009 are final. Mortality data for 2009 are preliminary and based on .96% of records. More complete descriptions of vital statistics data systems are available elsewhere. [1] [2] [3] [4] [5] [6] [7] Current vital statistics patterns and recent trends through 2008 and 2009 are presented according to age, race, and Hispanic origin, and other birth and death characteristics, as well. Hispanic origin and race are collected as separate items in vital records. Persons of Hispanic origin may be of any race. A number of reporting areas allow for multiple-race categories on birth and death certificates. However, until all areas revise their certificates to reflect updated reporting standards for race, 8 multiple-race data are "bridged" back to single-race categories. 2, 4, 9, 10 For birth data, mother' s marital status was reported directly in all reporting areas but New York State and New York City in 2008 and 2009 . Details about the reporting of marital status in New York and editing methods and imputations as applied to other items on the birth certificate are presented in publications of the National Center for Health Statistics (NCHS). 11 Cause-of-death statistics in this report are based solely on the underlying cause of death compiled in accordance with the International Classification of Diseases, 10th Revision (ICD-10). 12 The underlying cause of death is defined as "(a) the disease or injury which initiated the train of morbid events leading directly to death, or (b) the circumstances of the accident or violence which produced the fatal injury." 12 For certain causes of death, such as unintentional injuries, homicides, suicides, drug-induced deaths, and sudden infant death syndrome, preliminary data may show lower numbers of death relative to final data for the same year. This is a function of the truncated nature of the preliminary file; cause-of-death information may not be available or may be incomplete when preliminary data are sent to NCHS, but is available later for final data processing.
Ranking for leading causes of death is based on number of deaths. 13 Infant mortality refers to the death of an infant younger than 1 year. Infant mortality rates (IMRs) were computed by dividing the total number of infant deaths in each calendar year by the total number of live births in the same year. Neonatal mortality rates (NMRs) are shown for infant deaths that occurred at ,28 days, and postneonatal mortality rates include infant deaths that occurred at 28 days to ,1 year of age. The denominator for both rates is the number of live births.
The latest infant mortality statistics according to race and Hispanic origin are from 2007 period linked birth/ infant death data. 14 (Fig 1) . 1, 19 The total fertility rate in 2009 was 2007.0 births per 1000 women, a 4% decrease compared with the rate in 2008 (2084.5) ( Table 2 ). The total fertility rate estimates the number of births that a hypothetical group of 1000 women would have if they experienced, throughout their childbearing years, the age-specific birth rates observed in a given year.
Racial and Ethnic Composition
The general fertility rate declined for the 3 largest race and Hispanic-origin groups in 2009, down 2% for nonHispanic white women, 3% for nonHispanic black women, and 6% for Hispanic women. The rates also declined by 3% for Native American women and 4% for Asian or Pacific Islander women. Fertility rates for these 5 groups ranged from a low of 58.5 births per 1000 women aged 15 to 44 for nonHispanic white women to a high of 93.3 for Hispanic women in 2009 (Table 2) .
Trends in Age-Specific Birth Rates

Teenaged Childbearing
The teenage birth rate (15-19 years) in 2009 is the lowest ever reported in the United States in the nearly 7 decades for which a consistent series of data are available. 1, 20 It dropped 6% from (Table 3) .
Childbearing for Women in Their 20s and 30s
Birth rates declined for women in all 5-year age groups from 20 to 39 years. 
Cesarean Delivery
The total cesarean-delivery rate rose to 32.9% in 2009, marking the thirteenth consecutive year of increase and another record high for the nation ( 
Preterm Birth
The preterm birth rate was 12.18% in 2009, the third consecutive year of decline. 1 In 2008, the rate was 12.33. As shown in Fig 2, the preterm rate (Table 4 ). The total preterm rate declined significantly among births to non-Hispanic white (from 11.14% to 10.92%), and Hispanic (from 12.10% to 11.97%) infants (Table 4) .
Low Birth Weight
The low birth weight (LBW) (,2500 g) rate was 8 (Table 4) .
Over the past several decades, national LBW levels have been influenced by the rise in the rate of multiple births; more than one-half of these infants weigh ,2500 g at birth. 1 IMRs according to race and Hispanic origin. 14 As in past years, the highest rate was among infants born to nonHispanic black mothers, 25 13.31 deaths per 1000 live births, more than double the rate of infants born to non-Hispanic white mothers (5.63) (Fig 3) . Among Hispanic subgroups, rates ranged from 4.57 for Central and South Americans mothers, to 7.71 for Puerto Rican mothers. The IMRs for most Hispanic subgroups have fluctuated slightly since 2000. 
Geographic Variation in Infant Outcomes
Leading Causes of Infant Death
In 2009, 55.5% of all infant deaths (Table 6) were attributable to 5 leading causes: congenital malformations, deformations, and chromosomal abnormalities (20.2%); disorders related to short gestation and LBW, not elsewhere classified (16.8%); sudden infant death syndrome (8.2%); newborn affected by maternal complications of pregnancy (6.0%); and accidents (unintentional injuries) (4.4%). 3 These 5 leading causes of infant death are the same as in 2008. 4 Statistics for the first time in the near future. Newly released topics will include interval between pregnancies, smoking cessation before pregnancy, maternal BMI, the use of infertility treatment, the receipt of Supplemental Nutrition Program for Women, Infants, and Children food, the presence of infections during pregnancy such as Chlamydia and hepatitis B, whether the infant was breastfed before discharge from the hospital, and the source of payment for the delivery. Information on maternal morbidities, including whether the mother experienced a ruptured uterus or was admitted to an ICU, also will be available for the first time from the birth certificate.
INTERNATIONAL COMPARISONS
These data will first be available for the 28-state 2009 revised reporting area. 1 This area includes 2.7 million births representing 66% of all US births in 2009 (see Fig 4) . Although data for the 2009 revised reporting area are not generalizable to the nation, when used appropriately, this information should importantly expand our understanding of perinatal health in the United States.
Information will be available in several ways: the report "Births: Expanded data for 2009" will present brief descriptive discussions and detailed data tables by maternal age and race/ethnicity on the topics noted above plus many others. A companion report will describe the results of reviews of data quality of the new medical and health items on the birth certificate. More detailed data will be available via the interactive data access tool, VitalStats, 33 and also via the 2009 natality public-use microdata file. 5 A number of special reports on specific topics such as the risk of gestational diabetes according to maternal BMI, ruptured uterus following labor and delivery, birth intervals, and differences in source of payment for delivery by maternal characteristics will be developed over the next several years. data, making them increasingly useful to public health research.
CONCLUSIONS
Vital statistics remain a valuable tool for monitoring the health of the US population. Their value is improved through work on the timeliness, quality, and sustainability of this decentralized system. Data collection from the 2003 revised certificates is enhanced by adopting technologically sophisticated yet cost-effective electronic systems. 35 
